Empowering individuals to direct their own care is central to personcentered care and health care policy. However, there is limited knowledge of how "person-directed care planning" (PDCP) can be achieved in particular settings. This study identifies key structures and processes for operationalizing and implementing PDCP in nursing homes. Using participatory inquiry, we convened "stakeholder engagement sessions" with residents, families, nursing staff, and managers/administrators in two North Carolina nursing homes (N = 24 sessions; N = 67 unique participants). 
Introduction
Across health systems and settings, person-centered care is emerging as an important approach to improve quality and equity and reduce costs (Harding, Wait, & Scrutton, 2015) . Representing a paradigm shift from the traditional medical model, person-centered care is a holistic, biopsychosocial approach that takes into account each individual's values, preferences, goals, and abilities (Kogan, Wilber, & Mosqueda, 2016) . Person-centered care has been promoted in nursing homes and other long-term care settings as a means to overcome institutionalization, dependency, and depression by enhancing dignity, autonomy, and interconnection among residents (Hill, Kolanowski, Milone-Nuzzo, & Yevchak, 2011) . In the United States, person-centered care is the linchpin of the culture-change movement in long-term care, which for three decades has focused on improving quality in long-term care through operational and environmental changes to create a homelike environment in which residents are empowered for self-determination in all aspects of their daily lives (Koren, 2010) .
An important element of person-centered care is "person-directed care planning" (PDCP), which entails empowering individuals and their chosen family members to become co-creators of their care plans (Chen, Mullins, Novak, & Thomas, 2016; Pioneer Network, 2011) . PDCP is inscribed in long-term care policies and guidelines in a number of countries in Europe, North America, and the Pacific Rim (Edvardsson et al., 2016) . In the United States, federal regulations for Medicare-and Medicaid-registered nursing homes have promoted PDCP since 1987, such as by supporting residents' rights to be informed about and to participate in developing their care plans.
Given the importance of PDCP, there is a critical need to advance knowledge about its operationalization and implementation. The purpose of this study was to elicit input from a range of nursing home stakeholders about how to enhance resident and family engagement in care planning and delivery, with a view to developing an operational framework for PDCP.
Design and Methods
The study design was informed by the Adaptive Leadership Framework (Anderson et al., 2015; Corazzini et al., 2015) , which posits that change, whether personal or organizational, creates both technical and adaptive challenges. Technical challenges, such as determining the decision-making capacity of a nursing home resident with dementia, can be addressed by extant technical solutions, such as implementing evidence-based tools to assess decision-making capacity. Adaptive challenges, such as how to incorporate the preferences of a resident with dementia as they evolve over time, require the development of new solutions that may involve changing norms, relationships, or behaviors. Importantly, these new solutions must engage those who are facing the adaptive challenge(s). Reforming care-planning practices to enhance the role of residents and their families, which is the intent of PDCP, may necessitate development of new beliefs and behaviors among staff, residents, and families; solutions will not come from external, technical solutions. To begin identifying these new beliefs and behaviors, we designed a study using participatory inquiry, which requires that the researchers partner with members of the target population to identify research questions, develop the research design, and create new evidence-based knowledge (Heron & Reason, 1997) . This approach aligns with the concept of adaptive challenges whereby those facing the challenges must be full partners in co-creating the solutions . Participatory inquiry has been used successfully in previous research on culture change in long-term care (Blair & Minkler, 2009; McKeown, Fortune, & Dupuis, 2016) , to solicit input from a range of nursing home stakeholders, including residents, family members, directcare staff, and management. This study was approved by the Institutional Review Board of the Duke University Health System (#Pro00067083).
This study was conducted alongside a separate scoping review of peerreviewed and gray literature on engagement in care planning across care settings that was conducted by the same research team (Lepore et al., 2016) .
Setting and Participants
The study was conducted in two for-profit North Carolina nursing homes belonging to the same corporate care provider with whom the research team has a long-standing, productive relationship. One nursing home, pseudonym "Meadowview," was located in an urban cluster and had approximately 90 beds. The second nursing home, "Brookside," was located in an urban area and had more than 140 beds. Both nursing homes served populations who typically experience health disparities, including approximately 70% Medicaid-funded residents, and greater than 50% African American residents (specific percentages omitted to preserve anonymity). Both homes had two out of five stars on the Nursing Home Compare quality rating system (CMS, n.d.), with average or below average ratings on health inspections, staffing, and quality measures. Without any claims to generalizability, the choice of research sites was intended to produce results to inform the development of an operational model that would be relevant and achievable for nursing homes with lower resources or ratings, which serve a higher proportion of health-disparity populations, and not just the better-resourced homes which tend to be culture-change adopters (Miller et al., 2014) .
Participants were invited to engage in up to two focus group interviews to discuss challenges entailed in achieving PDCP ("Round 1") and consider potential solutions ("Round 2"). Drawing from the literature on stakeholder engagement in deliberation about complex health care and policy issues (e.g., Watt et al., 2012) , we called these "stakeholder engagement sessions" to reflect the participatory intent to co-produce knowledge about challenges and solutions rather than just elicit information. In each round, separate sessions were convened with residents, family members, nursing staff (including nursing assistants), and administrators (whose role is to supervise clinical and administrative affairs in the nursing home, including personnel, finances, medical care and supplies, and facilities) and managers (from departments including nursing, dietary, housekeeping, activities, therapy, social work, and the business office). The research team coordinated with our corporate partner and each nursing home's administrator to schedule the engagement sessions and recruit stakeholders. Flyers about the study were posted at each nursing home. Nursing home staff identified and invited residents and family members to participate, and stakeholders from nursing and other departments were invited by the administrator or other staff. All residents who expressed interest in participating were asked four cognitive screening items to ascertain their capacity to provide informed consent, namely, What is your name? What date were you born? What year it is? Who is the current president? (Porter et al., 2015) .
For this exploratory qualitative study, the participants represent a convenience sample of individuals who were present in the nursing home on the days when the engagement sessions were conducted, available and willing to participate, and capable of providing informed consent. Only one person chose not to participate after hearing the full study details, on the basis that she did not feel qualified to respond as she had just been hired at that nursing home.
Data Collection and Analysis
Stakeholder engagement sessions were conducted in November 2015 and January 2016. The first round of sessions solicited input about the care-planning process and identified the adaptive challenges involved in attempting to enhance resident and family involvement. These sessions began with a grandtour question, for example (for residents), "Tell us how you go about telling staff when you have a particular preference or goal for your care." The second sessions invited stakeholders to share feedback on emergent themes from the first sessions. If residents or family members joined the study in the second round (i.e., had not already participated in the first round), the facilitator initiated a general discussion of care planning before presenting the emergent findings.
The engagement sessions were conducted during paid hours for staff and at various intervals throughout the day for residents and families, avoiding overlap with scheduled activities and mealtimes. Participants were offered snacks and tokens of appreciation for their time, such as notebooks, coffee mugs, and stress balls. Table 1 provides demographic details for the participants (N = 67 unique participants) in each round of engagement sessions at each site (N = 24 sessions). Two residents participated in a session with their family member(s), as their families were present in the nursing home at the time and also interested in participating. Six residents participated in individual rather than group sessions, because they were not available to participate during the scheduled group sessions or because one-to-one communication was easier for them. Similar to other studies (Fetherstonhaugh, Tarzia, Bauer, Nay, & Beattie, 2014) , we did not encounter substantial differences in the nature or quality of the data between these types of interviews, although participants had slightly more time and opportunity in individual sessions to provide in-depth details about their personal experiences. One member of administration was also interviewed separately due to her lack of availability during the scheduled group session. Sessions lasted 42 min on average (range: 18-102 min), and ranged in size from one to three residents, one to three family members, two to six nursing staff, and 12 to 17 managers/administrators. The sessions were recorded and transcribed verbatim, then imported into QSR International's NVivo 10 software for analysis by the full team. A semi-colon is used to describe data for each participant when n = 2.
Table 1. (continued)
Analysis of engagement-session data was conducted using directed-content analysis, by which current theory or research is used to focus the analytic process (Hsieh & Shannon, 2005) . In this case, we developed an initial set of codes from the scoping review on patient and resident engagement in care planning across care settings that was previously conducted by our team (Lepore et al., 2016) . These initial codes included facilitators, barriers, and other elements of PDCP. Analysis was then undertaken in several well-documented stages to ensure dependability and confirmability (Miles, Huberman, & Saldana 2014) . First, the three researchers who conducted the engagement sessions used the initial coding frame from the scoping review to conduct line-by-line coding of a subset of transcripts from the first round of engagement sessions, incorporating new codes as they were identified. Once the first set of transcripts was coded, the full research team reviewed all preliminary findings during a research retreat. The outcome of the retreat was to develop a heuristic diagram of PDCP ( Figure 1 ) to share with stakeholders in the second round of engagement sessions. Transcripts from these sessions were coded using the same analytical approach, beginning with the code list developed from the first sessions. All transcripts were coded by at least two members of the research team, who met periodically to review the coded data, adjust the coding frame as needed, and discuss emerging interpretations. An audit trail of all coding decisions and interpretive developments was maintained through the code-definition and linked-memo functions in NVivo. The final set of themes presented here emerged from both rounds of analyses (see Box 1 for a list of codes informing each theme).
Results
Figure 1 summarizes the structures and processes of PDCP identified through the scoping review and confirmed/elaborated by stakeholders in this study. In this figure, PDCP (with a number of defining elements) is shown as a subsidiary element of person-centered care more broadly, which leads to enhanced well-being for all stakeholders. Challenges, constraints, and other contextual considerations are represented outside the main umbrella of person-centered care. In this article, we develop three main themes from these findings related to (a) strategies for supporting resident and family engagement in care planning, (b) the different roles that support resident and family engagement, and (c) the perceived limits on achieving PDCP.
Strategies for Supporting Resident and Family Engagement in Care Planning
Stakeholder comments suggested that engaging residents and families in PDCP requires two broad strategies, namely, providing formal and informal opportunities for engagement in care planning and following-through effectively.
Formal and informal engagement. Stakeholders at both nursing homes discussed engagement in care planning in formal and informal terms. Formal opportunities included regularly scheduled care conferences, while informal engagement occurred through unscheduled interaction between residents or family members and staff. The importance of this informal dimension of care planning was often emphasized. At Brookside, in particular, the management group discussed its commitment to informal engagement in terms of an opendoor policy:
[T]he whole thing is having the open-door policy, allowing the resident to come to us if they have an issue and be able to discuss it, knowing that we'll take care of their concern . . . (Administrator) Comments from some residents and families at Brookside confirmed that they were encouraged to raise concerns at any time and to expect prompt resolution:
[S]ince I've been here, my administrator told me not to be afraid to talk to anyone. So of course I go and talk to her if I have a problem. And we sit down and we discuss it, and she takes the action that needs to be taken.
A family member of this resident stated that "[we] feel welcome at all times" and confirmed that it was possible to "go to the administration instead of . . .
[following] chain of command." However, it was clear that other residents and families valued formal opportunities to engage in care planning. One resident suggested that the "open-door policy" at Brookside actually curtailed her right to participate in formal care-planning meetings:
I'm pushed straight out the door [of the meeting] because I live here and I can ask anything any time. And it really has made me so mad I haven't [been to a care-plan meeting] this year because of that.
At Meadowview, residents and family members also emphasized the importance of engaging through formal structures. One family member whose sister had dementia talked about keeping a list of issues for discussion in the care conference:
[I]f I have concerns, I like to just wait and bring it to the care meeting because then [we've] got the nurses and the other people, the staff members, where all of us can hear at one time.
Her comments suggested that raising issues in the care-planning meeting was preferable to addressing them individually and incrementally. When asked whether she would also approach nursing staff informally to raise concerns about her sister's care, this family member replied, Sometimes, and then sometimes not. Because everybody have their own mood. I mean everybody's not the same every day. . . . They not consistent in what they supposed to be doing. I put it like that. This comment suggested that an important aspect of formal care-planning meetings is that they are less influenced by individual mood and personality than informal communication.
A resident from Meadowview also characterized care-planning meetings as an important avenue for engagement, saying "you can get things done there." However, he had only recently learned about them and, similar to the Brookside resident quoted, he did not feel adequately acknowledged as someone who managed his own care:
I never went to [the meetings] because I didn't know they were having them even.
[T]he thought here is "tell your family." I don't have a family. I'm on my own. I can't get that through people's heads.
Taken together, these comments suggest that formal and informal structures serve complementary functions in supporting resident and family engagement in care planning.
Follow-through on engagement in care planning. Stakeholder responses suggested that a second element of meaningful engagement in care planning is effective follow-through, whereby resident and family engagement is met with an adequate institutional response.
At Brookside, requests gathered informally were addressed by formal follow-through, as the administrator indicated by saying, "the care plan can be updated on a daily basis" and "we do a grievance for every concern, and we document every intervention we put in place." This was confirmed by the resident quoted above about speaking directly to the administrator: "We sit down and we discuss it, and she takes the action that needs to be taken, if any, and then we just follow-through with it to make sure that I'm happy."
Generally, however, follow-through was described in negative terms by residents, as in the following example: A specific dimension of follow-through was the documentation in care plans of residents' expressed goals, preferences, and capabilities as well as their needs or deficits. This issue was highlighted by one Meadowview resident who told a story about negotiating to take showers without supervision.
Resident: They have a care plan that's [posted] in the closets . . . [but it's]
incomplete. Facilitator: What would you say is missing? Resident: Well, like I was telling you about the shower thing . . . There's nothing in there about a shower whatsoever. . . . I would rather have them put it in writing, "Hey, the man takes his own showers" . . . because that is a privilege, believe me.
These comments suggest that inclusion of positive language on the care plan is an important element of follow-through, by supporting the legitimacy and sustainability of care-planning decisions.
Roles Required to Enhance Engagement in Care Planning
Stakeholders' comments underscored the importance of broad commitment across staff roles to the overarching principle of person-centered care, of which PDCP is a key element. For example, at Brookside, all departmental managers attended "morning meetings" and walked through the halls daily to get to know the residents, as reported by one manager: Although there may be a custodial element to activities such as walking the halls, the positive and enthusiastic tone of comments such as this-which aligned with many similar examples-indicated a commitment across the administrator/manager group at Brookside to knowing and supporting each individual, even when not directly involved in their care. Such commitment is important for facilitating the formal and informal engagement and followthrough that is critical for PDCP. A second key role identified by stakeholders was that played by the nursing team and other staff in "translating" or implementing the care plan in the spirit of PDCP. This role was expressed by certified nursing assistants (CNAs) as a commitment to encouraging residents' decision making. A Brookside CNA gave this example: [A shower] is an issue for the family in the care-plan meeting, but it still comes down to what [the resident] wants. When they say no, it means no . . . Don't take everything from them. Let them make some decisions for themselves.
Beyond their individual preferences for formal and informal communication with staff, residents varied in their preferred role in PDCP. In some cases, residents wanted to be fully engaged in care planning, as seen above, while others wanted to delegate some decisions to family members or staff. For example, one Meadowview resident spoke about deferring physical therapy decisions to the rehabilitation department:
Many residents suggested that their expectations of engagement extended only so far as being informed, like this Brookside resident:
I'm okay with doing anything around here as long as I'm informed . . . I'll cooperate with you with anything in any way, as long as I know what your plan is for me.
Another Brookside resident shared a story that illustrates this point. Her breakfast tray began arriving with no meat: "They [took away] the pork . . . I was wondering what had happened because I had been getting that ever since I been here." Upon inquiry, her family learned that the dietician had changed the breakfast order because the resident was gaining weight. The resident reported that she was satisfied with the decision after learning the rationale: "I'm very happy because, when something happen to you, you want to know what cause it. . . . I'm satisfied since now I know." As another example, a Meadowview resident wanted to return home, but agreed to extend her stay in the nursing home after discussing the decision with her physician:
My doctor still don't want me to go right now because of my heart. . . . After she talked to me about it, I really don't want to go home, get sick, and have to come back. . . . I was frustrated, but now I'm satisfied with what she's saying.
These scenarios underscore the importance of keeping residents informed as a step toward meaningful engagement in care planning. In each case, the resident apparently endorsed the decision after being informed of the risks and benefits; although being informed may be a necessary but not sufficient condition for PDCP, if decisions remain provider-led.
Finally, in addition to adopting various roles in relation to their own care, some residents spoke up on each other's behalf, such as this Meadowview resident:
[S]peaking about my roommate . . . She doesn't get changed [from bedtime] till the next morning. I mean [her bed pad is] just soaking wet. . . . She can't say things for herself, and you really can't understand unless you get down close to her. And I told them. I said, "This is just ridiculous . . ."
In another example, a Brookside resident described coaching another resident to engage in his care:
[O]ne man . . . every time his CNA would come in there and make up his bed, he would tear the bed up because he didn't like the way she was making it up. I told him . . . "You go down there to your CNA and tell her, 'Listen, I want to show you how I want my bed made up' . . . " So he went down there the next day, he told her . . . and she started fixing his bed like he wanted it.
In summary, residents' responses suggested that their role in care planning has both individual and social components that vary depending on personal preference and expectations, the nature of the care-planning decision, and other factors.
Perceived Limits on PDCP
Stakeholders identified a number of factors that appeared to limit the potential for implementing PDCP. Competing clinical and organizational priorities comprised one set of limiting factors. The conflict between safety and autonomy, a primary example, was illustrated by one resident's story about losing the use of her electric wheelchair:
Brookside resident: [The physical therapist] took me in my room and says, "We're going to take your wheelchair away from you today." Interviewer: Did you feel like you were able to discuss with the physical therapist? Resident: No, no, no discussion. (crying) . . . She went outside and got the administrator, she got one of the nurses, she got the lady that's in charge of physical therapy, and she got one of the social workers . . . and they piled in my room, and said "We're going to take your chair away today. As of right now it's going to be the last time you ride in it." . . . [It was] just point blank.
The same resident also talked about having her food choices superseded by clinical priorities:
Last night, we had chicken nuggets, and it looked fine on the menu. . . . They put it in the blender and chopped them up so badly it was like sawdust almost. I refused to eat it. . . . They ended up making me a ham and cheese sandwich, which is what I told the girl to tell them I wanted. They took that ham and put it in that blender and crunched it all up. It was so nasty. (Brookside resident) Similarly, a family member spoke about wanting to offer her sister, who had advanced dementia, a taste of ice cream. The staff refused, saying ice cream posed an aspiration risk. These examples imply an inherent limit on PDCP, in that resident direction may be encouraged, but only to the point that it conflicts with clinical care and risk management, when control reverts to the provider.
On a related note, stakeholders from the management group referred to regulatory factors perceived to limit the implementation of a more persondirected, flexible approach. Regulations were discussed as a reason to avoid specificity (or "follow-through") in care plans:
Meadowview Manager 1: You don't want to be too specific. You can't say "I'll be there at 10:00" because if something happens and this person takes a little bit longer . Finally, limited resources, particularly staffing, were commonly mentioned as a barrier to enacting PDCP. In the following example, a Brookside family member alludes to the effects of staffing limitations on her sister's music program:
She had a physical therapist working with her about sound, music. And he put earphones, let her listen through the earphones because she loved music and always have. . . . But his time was up, so I don't know if they let her listen to the music now or what, you know. . . . Sometimes they're short of aides and so I guess they just don't have time to deal with, to fool with her like that.
Residents also cited staffing shortages as a reason for lack of follow-through on their goals or preferences. One Brookside resident summarized how persistent understaffing curtailed the CNAs' ability to provide personalized care:
Well, we just don't have the help around here that they need . . . So you [a CNA] got your residents that you normally look after, then you got to go over and look after some of [another CNA's] that you don't know anything about their wants and their needs. It makes it tough on you because you know while you're helping her residents, you got some residents that are being neglected.
Although sometimes blaming frontline staff directly for delayed or impersonal care, residents generally framed their concerns in the broader context of understaffing, and described their corresponding efforts to limit their requests and thereby lessen the staff's workload.
Discussion
Person-centered care has been described as a shift in approach from "what's the matter with you?" to "what matters to you?" (Health Education England [HEE], 2016) . PDCP, defined as the process by which individuals and their families are meaningfully engaged in co-producing care plans, is a critical step toward ensuring that nursing homes address "what matters to" residents. To move from principles and policy mandate to operationalization, this study elicited stakeholders' perspectives on care-planning practices and the potential for PDCP, discovering three key themes to inform the development of an operational framework for PDCP. The first theme is that of strategies that support PDCP, including formal and informal engagement mechanisms and consistent follow-through, which must be integrated into the policies and procedures throughout the organization. The second theme is that of roles required to support PDCP, including commitment from all staff and varied roles for residents, depending on the individual and type of decision. Developing and supporting these roles throughout the organization is therefore key to operationalizing PDCP. The third theme is the perceived limits on PDCP, including competing priorities, regulatory constraints, and resource limitations, which may inhibit efforts to operationalize PDCP across the organization, thus meriting consistent, ongoing scrutiny to ensure appropriate application. Underlying these findings is an implied shift from "problem-focused" to "strengths-based" care planning. Rooted in social work case management (Saleebey, 2000) and reflecting the holistic nature of nursing practice (Cederbaum & Klusaritz, 2009 ), the strengths-based approach emphasizes the individual's role in defining his or her own strengths and developing goals accordingly. The resident who wished his care plan would affirm his ability to shower independently, rather than just reflecting an absence of language about dependence, provides one example of the strengths-based approach.
The strengths-based approach does not preclude the role of clinical expertise, but "does assert that [this expertise] must be seen as contextual and part of a larger process" that is driven by the resident (Graybeal, 2001, p. 236) . In our research, we found that residents and families value the opinion and guidance of "the experts," while also wanting to participate in shared decision making in the care-planning process. As several residents in this study did not know about their right to attend care conferences or felt they were voiceless compared with residents with family advocates, however, it appears that shared decision making may remain aspirational in some nursing homes.
Balancing informal and formal engagement, honoring residents' preferences for engagement in care planning, and ensuring appropriate followthrough are all strategies which require new ways of thinking and working. Accordingly, the findings in this study suggest a number of specific competencies required to operationalize PDCP. First, there is a need for leadership skills in modeling and championing PDCP. At Brookside, there appeared to be a strong, formal endorsement of PDCP principles; whereas at Meadowview, there were fewer responses that indicated commitment to PDCP. It may be that there was less formal leadership about the importance of supporting resident and family engagement in care planning. Implementation science suggests that "champions" or "change agents" improve the likelihood of behavior change when new ideas or practices are introduced into the health sector (Kouzes & Posner, 2012; Thompson, Estabrooks, & Degner, 2006) . Such leadership competencies have been emphasized by McGilton et al. (2012) in their person-centered framework for long-term care, with particular emphasis on registered nurses' leadership in enabling others to provide person-centered care.
The Adaptive Leadership Framework guiding this study's design requires us to look beyond formal leadership roles, however, to identify leadership as it emerges in various circumstances. In particular, the translational role played by CNAs, along with other non-clinical frontline staff, was highlighted in our findings as important for ensuring that care is responsive to the individual's daily and changing preferences, mood, and health status. It is well-recognized that direct-care staff develop extensive, robust knowledge of residents through sustained daily contact (Scales, Bailey, Middleton, & Schneider, 2016) ; this includes, for many frontline staff, knowledge of residents' individual values, wishes, and goals. These staff, therefore, play a key role in ensuring that the care plan is implemented according to those individual values and wishes on a daily basis, that is, in the spirit of PDCP, rather than becoming a provider-driven artifact of a standardized care-planning process (Kontos, Miller, & Mitchell, 2010) . They can also support opportunities for informal engagement.
Two sets of competencies are therefore indicated in an operationalized framework of PDCP. First, CNAs must recognize and respond to residents' expressed preferences, rather than rigidly implementing the care plan. Second, they must engage "upward" in the formal care-planning process, that is, share their knowledge about the resident to the broader interdisciplinary team. CNAs' engagement in care planning is now mandated in the revised nursing home regulations (CMS, 2016) . Historically, however, CNAs have not been systematically involved in care planning (Caspar & O'Rourke, 2008) and are often excluded from communications that would help them engage more effectively (Kolanowski, Van Haitsma, Penrod, Hill, & Yevchak, 2015) . Therefore, specific training to support CNAs' translational role is required. Neither set of competencies can be exercised without appropriate resources, however. As stakeholders in this study described, fulfillment of PDCP is inevitably compromised when CNAs do not have sufficient time, skills, or support to care for residents.
Another set of required competencies is that of residents and their families to engage effectively in care planning. A key finding from this study is that preferences for engagement must be disentangled from the competency to engage, and this warrants further study. Individuals bring different preferences for engagement in the care-planning process, but they also bring different levels of experience and ability to engage with health care professionals. These skill differences may coincide with broader health disparities related to health care engagement and communication between different populations (Williams & Jackson, 2005) . Therefore, it is important not to assume that less confident or experienced individuals prefer more passive roles, when their reticence may relate instead to inexperience. Conducting this study in nursing homes serving a high proportion of residents from low-resource and/or minority backgrounds brought attention to this important issue.
Given the small size and limited geographic scope of this study, the findings represent only a starting point for understanding how to conceptualize, operationalize, and implement PDCP. Our sample included a diversity of voices from the administrators/managers group but, by contrast, the number of family participants was very small, as we were only able to include those who saw the study poster and chose/were able to come to the nursing home for a scheduled engagement session or who happened to be at the nursing home at that time. Further research is required to explore what PDCP means for a broader range of family caregivers and residents, including those residents who cannot, due to memory or communication problems, participate in the care-planning process in the same ways as those who are cognitively intact. Given that nursing homes vary substantially-and that "survey cultures" regarding the interpretation of nursing home regulations also vary from state to state (Harrington, Mullan, & Carrillo, 2004 )-further observational research must also be conducted in different jurisdictions. Finally, as the concepts explored in this study are still emergent, opportunities should be taken to further solicit stakeholders' input as ideas about and interventions to promote PDCP are developed.
Conclusion
This article has explored nursing home stakeholders' views on care planning, identifying potential strategies to operationalize and implement PDCP, the roles and competencies required, and the limits or barriers that must be overcome. It was clear from the analysis that PDCP, although focused on the individual, is not an individualistic undertaking; it is a shared undertaking that requires a commitment to work together to navigate the care-planning process, taking into account clinical, psychosocial, and social-environmental factors.
